29. Greenland P, LaBree L, Azen SP, Doherty TM, Detrano RC. A 49-year-old female patient with a history of coronary artery disease was seen in our hospital because of a recurrent pseudoaneurysm of the left ventricle (LV). In 1993, she suffered from an anteroseptal wall myocardial infarction complicated by a ventricular septal rupture requiring surgical closure of the defect with a patch. In 1995, a large pseudoaneurysm of the LV apex originating from the site of the old ventriculotomy was diagnosed by cardiac magnetic resonance imaging (Panel A). The pseudoaneurysm extended superiorly and inferiorly. A ventricular wall defect of 7 Â 7 cm was closed by a patch and the pseudoaneurysm resected. During subsequent follow-up, a recurrent pseudoaneurysm was detected (Panel B). It again originated from the apex of the LV, extending inferoposteriorly. The patient was not restricted in daily life and at that time refused to undergo a third operation. Magnetic resonance imaging (Panel C) and echocardiographic studies were performed regularly during follow-up visits. She remained clinically stable with dyspnoea on exertion corresponding to NYHA Class II until 2004. Then she complained of a decreased exercise tolerance. The size of the pseudoaneurysm had increased to approximately 10 Â 6 Â 8 cm. She agreed to undergo a third operation. A rupture near the suture line of the old patch was found requiring closure with a new patch and resection of the pseudoaneurysm (Panel D).
Magnetic resonance imaging of the LV in long axis view. Cine magnetic resonance imaging of the heart in short axis view using a balanced fast field echo (steady-state free precession) sequence. The pseudoaneurysm is seen inferiorly from the left ventricle as a round structure showing flow during the cardiac cycle.
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